BRITISH MEDICAL JOURNAL 26 MAY 1973 471 demand. Also, testing followed by failure brings an acute sense of defeat, whereas failure while practising means merely the necessity to practise again. Again, it helps the sufferer to understand that the symptoms of stress are part of life and that their exaggeration in his sensitized body is the illness, not simply their occurrence; that therefore cure lies not in their complete elimination, as he probably believes and hopes, but in their reduction to normal intensity.
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Relapse Even months after a patient is desensitized and thinks he is cured, the sudden return of his symptoms in an exaggerated way in response to stress can so shock the sufferer he may think he has "slipped right back." He should be taught to understand the traps memory can set and try to accept the setbacks it may bring, until he knows the way out of setbacks so well that he no longer fears the way in. Indeed the definition of recovery should include having setbacks and knowing how to cope with them, so that neither doctor nor patient becomes too discouraged by them.
In this short article I have not mentioned the complications sometimes associated with agoraphobia: indecision, suggestibility, loss of confidence, feelings of unreality, feeling of disintegration, obsession, and depression. These too may develop following a set, logical pattern and this, with treatment, is discussed in my books and recordings.
Finally, I stress that repetition of advice is the crux of treatment of the agoraphobic. He finds achievement difficult because he remembers past failures and how he felt then, so that when he thinks of facing similar experiences his reactions are automatically those of withdrawal, fear, and despair. With enough repetition of the right advice new association paths are established which ultimately replace the old automatic flashback reactions of panic and withdrawal when the patient is stressed. I call this right reaction-readiness and know of no better way of establishing it than by using gramophone records and tape cassettes, which can not only be played immediately before the patient sets out to practise but also with cassettes while he is out.
Results
In 1970-1, questionnaires were filled in by 528 agoraphobic people in Great Britain and Ireland whom I had treated for periods varying from a few months to six years using the method outlined above, without any personal contact. Of these, 60% had been agoraphobic for 10 years or more and 27% for 20 years or more, so that most could be classed as chronic agoraphobics. For their present illness 65% had had treatment from one or more psychiatrists and 30% from their general practitioner alone. Previous treatment had included almost every known orthodox method. This group offered a challenge to treatment without the personal supervision of a doctor.
Of the patients aged 14-29, the results were satisfactory or good in 73%; of those aged 30-39 similar good results were found in 67%, and in those aged 40-49 in 55%. Of the older and therefore more difficult group aged 50-74, good progress was made by 49%. As so many of these people were chronically ill (only 27 had been ill for less than 3 years) the chances of spontaneous recovery irrespective of treatmnent were negligible.
References
Weekes, C., Self however, that for serious illness of any kind needing skilled decision and assessment a district hospital is the correct place. But our findings seem to show, and it is also the opinion of many professional workers, that most of the work done in a district general hospital is not in this category. We believe that the beds in a hospital catering for the community should be under the control of the local general practitioners-subject always to their work being under continuous critical assessment by their general practitioner and consultant colleagues.
Some suggest that when general practitioners have access to beds the level of illness at which patients are admitted is lower. We found that the hospital admission rate for the Tamworth area is lower than the average, and our impression is that discipline is generally imposed, especially by our nursing colleagues, if valuable beds are squandered needlessly. Nevertheless, when general practitioners are constantly visiting the wards beds can be used during slack times to relieve families under stress as a result of illness. This cannot be the case with a district hospital, where the diagnosis and clinical state of the patients must be the first consideration. One other aspect of the matter is important. The waiting time for most cases for admission to a community hospital is usually a few weeks, sometimes days, while for a district hospital it may be a matter of months or years.
General practitioners working in community hospitals do not qualify under the N.H.S. regulations for refresher course grants for their hospital work. We think refresher courses should be provided specifically for these doctors, and the standards should be higher than those of the usual refresher courses. The average graduate qualifying at a British university is a very skilled person. If he loses contact with hospital he can readily lose these skills and may be unprepared to accept hospital responsibility again. In the N.H.S. of the future, general practitioners should be given the opportunity to continue to care for their patients dayby-day in hospital either by the provision of special wards, by the upgrading of existing hospitals, or by the building of fairly standard type of medium-sized hospitals. We think that this study shows that such a practice is possible and desirable.
